





（Kawasaki disease shock syndrome: KDSS）と呼ばれる，循
環不全を伴う川崎病の重症型が報告されている₂）．KDSS
















院となった．発疹以外の川崎病主要症状 ₅ / ₆ を満たし，
川崎病と診断され，免疫グロブリン大量静注療法
（intravenous immunoglobulin: IVIG） ₂ g/kgおよびアスピ
リンが開始された．また，セフォタキシム，ゲンタマイ
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症例報告
要　旨：循環不全を伴う川崎病の重症型は川崎病ショック症候群（Kawasaki disease shock syndrome: 
KDSS）と呼ばれ，KDSSでは急性期の消化器症状の頻度が高いことが知られている．今回，消化器
症状が長期に持続したKDSSの症例を経験した．症例は ₁歳 ₆か月女児．発熱，嘔吐，下痢で発症し，





















転院時現症：身長₈₃ cm（+₁．₃ SD），体重₁₁．₄kg（+₁．₅ 
SD），GCS E ₁ V ₁ M ₁ ，体温₄₀．₂℃，心拍数₁₆₀/min，血

























換療法（plasma exchange: PE）を ₅ 日間，持続的血液濾
過透析（continuous hemodiafiltration: CHDF）を ₃ 日間施
行した．PEの置換液はアルブミン製剤と新鮮凍結血漿を













血算 Na 140 mEq/L 蛋白 (2+)
WBC 21200   /µL K 3.6 mEq/L 亜硝酸塩 (-)
Neutro 87 % Glu 86 mg/dL ケトン体 (-)
Hb 9.6 g/dL CRP 15.39 mg/dL 赤血球 30-49 /HPF
Plt 11.6 x 104 /µL PCT >100 ng/mL 白血球 1-4 /HPF
生化学 ferritin 456 ng/mL β2-MG 27953 ng/mL
TP 4.6 g/dL 内分泌 NAG 36680 ng/mL
Alb 1.5 g/dL BNP 1672 pg/mL Cr 47.67 mg/mL
AST 348 U/L 凝固
ALT 104 U/L PT(INR) 1.94 培養検査
LDH 947 U/L APTT 42.8 sec 血液(2セット) 陰性
CK 20752 U/L fib 297 mg/dL 気管痰 陰性
CK-MB 141 U/L D-dimer 47.7 µg/mL カテーテル尿 陰性
ﾄﾛﾎﾟﾆﾝI 629.3 pg/mL 血液ガス分析
便
Enterococcus raffinosus 1+
AMY 779 +1     )LBSE(iloc aihcirehcsE42.7HpL/U
T-Bil 0.3 mg/dL pCO2 43.3 mmHg
BUN 23 mg/dL HCO3- 17.9 mmol/L









































sBP: systolic blood pressure, dBP: diastolic blood pressure
IVIG: intravenous immunoglobulin, ASA: acetylsalicylic acid, IFX: infliximab
CyA: cyclosporine, PE: plasma exchange, CHDF: continuous hemodiafiltration
DOA: dopamine, rTM: recombinant human soluble thrombomodulin















発症月齢 か月 24 (1-84) 8.5 (4-12)
男児 n (%) 26 (63.4) 1 (25.0)
合併病日 川崎病病日 5 (1-13) 33.5 (31-49)
症状持続期間 日 4 (1-12) ND
ショックの有無 n (%) 5 (12.2) 0 (0)
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PROLONGED GASTROINTESTINAL SYMPTOMS 
ASSOCIATED WITH KAWASAKI DISEASE SHOCK SYNDROME
Yuji Kamiyama ₁ , ₂ ）, Kenichi Nishimura ₁ ）, Ai ONishi ₁ ）, Seira hattOri ₁ ）,  
Ayako murase ₁ ）, Ryoki hara ₁ ）, Shuichi itO ₁ ）
₁ ） Department of Pediatrics, Yokohama City University Hospital 
₂ ） Department of Pediatrics, National Hospital Organization Yokohama Medical Center
　Kawasaki disease shock syndrome （KDSS） is a severe form of Kawasaki disease that presents with circulatory 
failure. Gastrointestinal symptoms are more frequent in the acute phase of KDSS than in Kawasaki disease. Here, 
we report the case of a patient with KDSS who showed persistent gastrointestinal symptoms. The patient was a girl 
aged ₁ year and ₆ months who developed fever, vomiting, and diarrhea. She was referred to a local hospital and 
diagnosed with Kawasaki disease, showing five of the six principal clinical features of Kawasaki disease on the third 
day of the illness. Intravenous immunoglobulin therapy （IVIG） was started; however, impaired consciousness, 
respiratory disturbance, and bilious emesis were observed. Therefore, the patient was transferred to our hospital. At 
the time of admission, the patient presented with concurrent disseminated intravascular coagulation associated with 
shock and multiple organ failure. Her systemic inflammation improved, except for transient coronary artery 
dilatation, with plasma exchange, IVIG, infliximab, and cyclosporine in the intensive care unit. However, she 
exhibited persistent bilious emesis, abdominal distention, and decreased bowel peristaltic sounds from the time of 
disease onset and was diagnosed with ileus. Although the symptoms improved temporarily with decompression 
using a duodenal tube, the gastrointestinal symptoms relapsed during recovery. On upper gastrointestinal contrast 
examination, intestinal obstruction was suspected. Ileus and intestinal obstruction as complications of KD have 
different mechanisms; the latter sometimes require surgical intervention. The patient was treated conservatively. 
However, an upper gastrointestinal contrast examination and gastrointestinal endoscopy should be conducted if 
abdominal symptoms such as vomiting and abdominal pain are prolonged.
